Since the earliest days of the reforms, attention has been drawn to the problem of so-called 'blurred responsibility' -- namely, it was difficult to specify the extent of responsibilities and mutual relations between the state administration units, regional governments, payers, service providers and patients. Another objection concerned confusion about how public resources were to be distributed among the regions and health care areas. Disproportionate allocation, in many cases, limited access to some specialists and health care facilities. These difficulties were usually attributed to an insufficient supply of financial resources, due to an insufficiently low health insurance rate, as well as poor management. Reimbursement rates offered in the contracts for health services frequently did not cover the real costs. In turn, this resulted in many health care facilities experiencing growing debts and financial liquidity problems.

The effect on psychiatric care {#s1}
==============================

Although the above problems pertained also to the provision of psychiatric care, the reforms were expected to aid the development of community-based psychiatric care in Poland. The following are the main achievements of the past 5 years.

-   Sixteen psychiatric wards have been established within general hospitals, which has increased the proportion of this category of bed from 13% to 15% (the latter figure represents a total of 5000 beds).

-   More than 50 day hospitals for psychiatric patients have been opened (an increase of 45%).

-   In large mental hospitals, the process of psychiatric bed reduction has continued (their number has decreased by 3000, or 17%).

-   There has been a restructuring of mental hospitals -- less expensive units providing nursing--therapeutic care have been created.

-   The number of psychiatric out-patient clinics has been increased by 50%, to some 950.

In general, the above changes are in line with the National Mental Health Programme set up by a team from the Institute of Psychiatry and Neurology.

Financial resources {#s2}
-------------------

The popular belief that success of the health care reform programme depends largely on the financial resources allotted seems to be correct. Public expenditures on health care have increased since the pre-reform period insufficiently in relation to needs, the more so as a large proportion of the increment has been spent on medication. Psychiatric care is also affected by the scarcity of resources. At present about €220 million is allotted to psychiatric care provision (without the costs of medication reimbursement), which is about 3.4% of all health service expenditure. The estimated shortfall of 15--20% significantly reduces the chances of attaining the planned targets. Any large-scale implementation of the community-based model of psychiatric care would require considerable additional funds.

> The 50% increase in the number of psychiatric outpatient clinics ... has led to a 63% increment in the number of treated patients. However, this success was achieved at the cost of a well developed network of such clinics that existed before the reform, some of which were divided into smaller and understaffed units.

Medical priorities {#s3}
------------------

The (frequently modified) reform regulations lack mechanisms to link health policy targets to payers' decisions. The Mental Health Programme outlined the major targets and tasks of psychiatric care but has no statutory power, so the interests of psychiatry have usually been secondary to those of other areas of health care (which have a higher social and medical profile). The majority of the changes noted above in the psychiatric infrastructure have been made in response to opportunities arising after the reform implementation, rather than being planned.

Out-patient and day patient care {#s4}
--------------------------------

The allocation of funds to cheaper alternatives than psychiatric hospitalisation (i.e. day hospitals and psychiatric out-patient clinics) is beneficial for the payer, and is in tune with reform priorities. The 50% increase in the number of psychiatric out-patient clinics noted above has led to a 63% increment in the number of treated patients. However, this success was achieved at the cost of a well-developed network of such clinics that existed before the reform, some of which were divided into smaller and understaffed units. Since traditional bonds between hospitals and out-patient clinics have been disrupted in some regions, and after-care continuity has deteriorated. There has been a marked increase in psychiatric day hospitals and alcohol and drug treatment day centres, resulting from the payer's decision to promote these cheaper forms of care, which are easily located on the premises of existing health care facilities. Accessibility of day patient services has therefore improved mostly in large cities, where it is also easier to find appropriate staff.

> In-patient psychiatric care was a particular challenge to the reformers, since in some regions there were too many hospital beds while in others there was a scarcity of them.

In-patient care {#s5}
---------------

In-patient psychiatric care was a particular challenge to the reformers, since in some regions there were too many hospital beds while in others there was a scarcity of them. The replacement of large mental hospitals by psychiatric wards within general hospitals was financially and socially difficult. Because they had only modest budgets, the regional governments, which formally owned the mental hospitals, were unable to support the planned modernisation. None the less, general hospitals did create new psychiatric wards. Their establishment was aided, on the one hand, by financial support from the so-called restructuring programmes and, on the other hand, by the payer's readiness to contract for such psychiatric services.

A detailed cost-effectiveness analysis revealed that in large mental hospitals beds were not fully used, too many patients were hospitalised for social reasons, and there was a liberal attitude towards treatment duration. Over the 5 years of reform, the number of excess beds has been reduced and the remaining ones have been better used. The average treatment duration has been shortened by 12 days, to 35 days.

After-care {#s6}
----------

While after-care in sheltered housing and hostels is desirable, there are insufficient funds for its general implementation. Moreover, funds for this purpose are regarded as improving quality of life, which does not constitute a priority within the tight constraint on budget limits.

Hypothecated funding {#s7}
--------------------

It should be noted that the National Health Fund formally allotted special resources to psychiatric care for the first time in the 2004 financial plan. This is an encouraging move and will improve the regional distribution of funds. There were also reforms in contracting principles, including prescriptive conditions for psychiatric service provision, developed by our Institute and approved by the psychiatric community in general.
